Twelve patients (9 men, 3 women) with a mean age of 65 (54-78) years, with pyogenic hepatic abscesses were managed by percutaneous drainage between 1979 and 1987. Biliary origin was most common (4 patients), followed by hepatic abscesses "as a late postoperative complication (seen in 3 patients) and hepatic abscesses occurring in association with acute appendicitis (2 patients). The origin was unknovn in 3 patients. Diagnosis was reached by computed tomography or ultrasonography with a diagnostic delay of in mean 11 days. Seventeen abscesses were found among the 12 patients. The median abscess size (maximal diameter) was 7 (1-12) cm. Nine patients were treated with percutaneous drainage with an indwelling catheter within the abscess cavity for up to 3 weeks, while 3 patients were managed with percutaneous puncture and aspiration alone. The most commonly isolated organism from the drained hepatic abscess was E.coli. The course following percutaneous treatment was uneventful, without mortality and recurrence of the hepatic abscess during follow-up. One patient required surgical drainage of an additional hepatic abscess.
INTRODUCTION
The outcome of patients with hepatic abscesses has previously been poor. These critically ill patients have in general a long period of illness before admission and also a long delay until correct diagnosis is reached. Pyogenic hepatic abscesses, especially when multiple, have been associated with mortality rates at or above 25%, despite improvements in diagnosis, antibiotics and surgical therapy-4.
However, during the last decade a marked decrease in mortality has been noted in association with the introduction of new imaging techniques, such as computed tomography and ultrasonography, leading to a decrease in diagnostic delay and making percutaneous drainage possible 5-9. The present study reviews our experience of percutaneous management of hepatic abscesses with the guidance of computed tomography or ultrasonography. 
Percutaneous management
When a suspected hepatic abscess was found on CT or ultrasonography, the diagnosis was verified by percutaneous aspiration, then yielding pus. Specimens were taken for aerobic and anaerobic bacterial culture, as well as for cytology. If a percutaneous catheter drainage was considered feasible (9 patients), the shortest way from the skin to the hepatic abscess, using a transperitoneal route, was chosen. The puncture site was then marked out and local anaesthetics was administered.
The hepatic abscess was punctured with a polyetylene catheter sheathed needle (trocar catheter drainage set 7-F, MEDA, Sweden, or Ring-McLean sump drainage set 12-F, 16-F, William Cook, Denmark) under guidance of ultrasound alone in 4 patients and ultrasound and fluoroscopy in combination in 2 patients. Computed tomography was used in 2 patients and fluoroscopy alone in one patient. The sheath was supplied with several sideholes at the tip to facilitate drainage. With the aid of a guidewire the catheter was coiled within the abscess cavity in order to reduce the risk of displacement. If needed, the catheter was flushed daily with saline. Three patients had two catheters inserted. The catheters were removed when drainage had ceased, the patients' condition had improved and they were stable, and when control CT/ultrasonography showed resolution. In 3 patients, the contents within the abscess was aspirated percutaneously and no catheters were inserted. All patients received antibiotics.
RESULTS
Bacterial cultures from the drained hepatic abscess were positive in 75% of instances, with E.coli being the most frequently isolated organism (in 5 patients Thus, percutaneous drainage of hepatic abscesses seems as a safe procedure rendering a favourable outcome, provided that the period of catheter drainage is long enough.
